Background {#Sec1}
==========

The population is ageing and in turn presenting a challenge for health and social care systems worldwide \[[@CR1]\]. Older people often have complex health problems and multi morbidity which is associated high utilisation rates of health services, hospitalisation and poor quality of life \[[@CR2]\]. For many countries there is a push for the concept of 'ageing in place' where older people stay in their own homes and receive home healthcare services \[[@CR3]\]. Keeping older people in their own homes requires support from a variety of health and social services to meet their particular needs \[[@CR4]\]. It also places an increased demand on primary care services as they attempt to cope with the demands of older adults who have complex needs \[[@CR5]\]. To best support this distinctive sub-group, innovative models of care are required that provide the necessary crucial support. However, not all older people necessitate this type of intensive support to age in place.

An effective way of identifying high risk older people is through case finding \[[@CR6]\]. Case finding involves screening an individual to ascertain whether they have predetermined risk factors that might lead to adverse health outcomes \[[@CR7]\]. Once high risk older people are identified through case finding, it is essential individualised interventions are put in place to provide support and prevent worsening health or quality of life \[[@CR8]\]. Such individualised and person centred care is recognised as crucial to holistic health care delivery \[[@CR9]\].

Interventions which aim to manage older people in the community and prevent hospitalisation and re-admissions include care coordination and comprehensive geriatric assessment (CGA). Care coordination overcomes barriers to provide safe, integrated, quality care by connecting individuals with healthcare systems to improve health outcomes \[[@CR10]\]. The nurse is viewed as integral to care coordination as they are well placed to ensure efficiency and effectiveness \[[@CR10]\]. Nurse care coordination is increasingly being recognised as a method to support individuals to successfully manage their complex medical, social and psychological issues \[[@CR11]\]. Care coordination has shown to be an effective approach to reduce hospitalisations, re-admissions and emergency department (ED) visits \[[@CR12]--[@CR14]\] as well as improve health and functional outcomes \[[@CR3]\].

CGA involves determining an older person's medical, psychosocial, functional, and environmental status and then devising an individualised plan for treatment and follow-up \[[@CR15]\]. CGA has proven to be effective in improving clinical outcomes for older people as well as being cost-effective \[[@CR16]\]. Advanced practice nurses (APN) often undertake CGA and care coordination and this position includes clinical nurse specialist roles such as the Gerontology Nurse Specialist (GNS) \[[@CR17]\]. The CNS role signifies important leadership, education, clinical expertise and coordination components \[[@CR18]\]. Hence, clinical Nurse Specialists (CNS) are in an ideal position to undertake CGA and care coordination and current research promotes nurse-led primary healthcare interventions to meet the needs of older people \[[@CR19]\].

Previous models of care have not embedded a specialist nurse within the primary healthcare practice as well as strongly integrating with secondary care specialists and services. Integrated primary and secondary care involves providing improved coordination and integration of healthcare services, which is essential for health care reforms aiming to improve the quality and efficiency of healthcare services \[[@CR20]\]. A recent systematic review found that well designed models integrating primary care and secondary care can result in positive clinical and service utilisation outcomes \[[@CR21]\].

Using a CGA to assess individual need in conjunction with a care coordination approach to organise and deliver care may potentially improve health outcomes and reduce healthcare costs through preventing ED presentations, hospitalisations and re-admissions. A key differentiating factor of this study is that the GNS was centred within the primary care setting in addition to strong integration with secondary care. This study used systematic case finding to identify high risk community dwelling older people, who subsequently received a CGA and care coordination intervention by a GNS. The aim of this study was to evaluate the effect of this intervention on healthcare utilisation. The main hypothesis was that older people identified as high risk for health decline who received an intensive GNS intervention would have reduced hospitalisations when compared with the usual care comparison group.

Methods {#Sec2}
=======

Design {#Sec3}
------

The study was a controlled before-after study design. The study period included one year before and after the intervention period; commencing October 2009 and concluding August 2013. As part of a wider study an innovative intervention model was instigated within the primary healthcare setting comprising a screening tool to identify high risk older people with succeeding GNS assessment and care coordination. The crucial innovative features of this study are that the GNS was based within the primary care setting as well as integration with secondary care. Details of implementing this innovative model with descriptive quantitative findings have been published \[[@CR22]\] as well as qualitative perspectives of health professionals and older people \[[@CR23]\]. This study was a pragmatic evaluation of the new model of care in relation to hospital utilisation outcomes for those who received the intervention compared with a comparable group of older people who received usual care. This study adheres to the CONSORT statement for explicit transparent reporting of clinical trials. In addition, the TIDieR guidelines and checklist \[[@CR24]\] have been utilised to further ensure sufficient detail when describing the intervention and comparison groups see (Additional files [1](#MOESM1){ref-type="media"} and [2](#MOESM2){ref-type="media"}).

Process evaluation for this study occurred via a project work group which was established to oversee the process of the study and provide expert guidance. This group met monthly and comprised the GNS involved in the study, key health professionals including nurse practitioners and geriatricians as well as the leading researchers involved in the study.

Participants & setting {#Sec4}
----------------------

The intervention model of care was initiated in two primary healthcare practices. In New Zealand, primary healthcare refers to healthcare provided in the community by health professionals (including general practitioners (GP), nurses, and pharmacists) working within a general practice with the aim to maintain, enhance and restore the health of the enrolled population \[[@CR25]\]. Independently owned primary healthcare practices are funded by a government capitation payment system (and a variety of other subsidies) as well as a partial payment per visit by patients. Not-for-profit primary health organisations (PHOs) are a consortium of primary healthcare practices established by geographical region in 2001 to ensure provision of primary healthcare services. PHOs provide primary health services either directly or through general practice members, and most primary healthcare practices are a part of a PHO. Enrolment in a PHO is voluntary, however, most New Zealanders are enrolled through their primary healthcare practice and gain the benefits associated with belonging to a PHO, which can include reduced costs for doctors' visits and prescription medicines \[[@CR25]\].

This study was a pragmatic evaluation where the two intervention healthcare practices identified that they wanted to implement this new model of care. The comparison group encompassed three primary healthcare practices with older people of comparable socioeconomic status, ethnicity and geographical location. All healthcare practices were located within the same PHO in Auckland, New Zealand. Older adults aged 75 years or greater and enrolled in one of the primary healthcare practices were eligible for participation in the study. Older adults were excluded if they were residing in a residential care facility at the start of the study or if at the time they were receiving care under the local hospital-based GNS team. Sample size for the intervention group was pre-determined as the two intervention healthcare practices identified they wanted to implement the new model of care. Therefore, a power calculation to determine sample size was not appropriate. To ensure meaningful comparison between the two groups, a total of three comparison group practices were selected to guarantee as a minimum the same number of participants as in the intervention group.

Intervention {#Sec5}
------------

A specialist gerontology nurse-led intervention involved case finding, comprehensive assessment and care coordination. The Brief Risk Identification for Geriatric Health Tool (BRIGHT) was used to case find high risk older people. This screening tool is a straightforward 11 item self-administered survey which has demonstrated high sensitivity and specificity \[[@CR26], [@CR27]\]. In addition, a large cluster randomised controlled trial found that BRIGHT screening is effective in identifying older adults with disability \[[@CR6]\]. Each of the 11 questions has a "yes" or "no" answer and represents one count. The scores are summed with a total of three or higher indicating high risk of health and/or functional decline. The BRIGHT screen was posted by the GNS, with a return self-addressed paid envelope, to older people who met eligibility criteria in the intervention group. If the posted BRIGHT screen was not completed and returned within two weeks, the GNS was to undertake follow-up phone calls to administer the BRIGHT over the phone. Subsequently, within one month of receiving the returned BRIGHT all older people deemed high risk (BRIGHT score of 3 or greater) were visited by the GNS in their own home where a CGA was undertaken. The healthcare practice was informed of older people who were identified as high risk due to the BRIGHT screen result. GPs within the healthcare practice could also directly refer older people they were concerned about to the GNS for assessment.

The CGA was to be undertaken within two weeks of the returned BRIGHT screen, in the older person's home at a mutually convenient time. This assessment comprehensively evaluated the individuals' body systems including respiratory, cardiac, neurological, gastrointestinal, musculoskeletal and bladder/bowel function. In addition, pain, medications and potential social issues were examined. To assess functional ability the Barthel Index \[[@CR28]\] and Lawton Instrumental Activities of Daily Living scale \[[@CR29]\] were used. If the possibility of cognitive impairment or depression was identified the Addenbrooke's Cognitive Examination Revised New Zealand Version (ACE-R) \[[@CR30]\] and Brief Assessment Schedule Depression Cards (BASDEC) \[[@CR31]\] were utilised. Following this assessment, the GNS provided a summary of the older person's current issues and developed an individualised intervention plan, this varied depending on personalised need, although often included education, referrals and ongoing GNS input and follow up in the form of phone calls or additional home visits. This summary was sent to the healthcare practice.

The GNS was located within the primary healthcare organisation as well as integrating with hospital based specialist gerontology teams. These specialist teams provided the GNS with mentorship and increased expertise through peer clinical education sessions and weekly case conferences. The combination of primary and secondary care engagement afforded the GNS access to primary healthcare practice and hospital patient databases as well as the ability to simultaneously coordinate with community and specialist hospital services. In addition, the GNS was completing her Masters in Nursing at the time of this study.

Comparison group {#Sec6}
----------------

To determine the three comparison health care practices, a list of all healthcare practices within the same PHO were identified. The three practices which were most closely aligned to the intervention group in terms of socioeconomic status, ethnicity and geographical location were selected. Data was collected from a large centralised database meaning no direct contact was needed with older participants in the comparison group. The comparison group received usual care through their primary healthcare practice, this did not involve any type of screening for frailty or the intensive care management provided by a highly trained GNS which the intervention group received. If the GP thought GNS input was required, they would be referred to the hospital based GNS team as per usual referral and practice procedures.

Data collection {#Sec7}
---------------

Older people in the intervention group who met the inclusion criteria were posted BRIGHT screens in a phased manner between October 2010 and August 2012. During this period, the BRIGHT screens were posted to potential participants at five time points based on surname. The intervention date coincided with the BRIGHT screen postal date per individual. The comparison group was identified through district health board datasets and matched the criteria used for the postal BRIGHT questionnaire population. For the comparison group, the median date for the five postal time points was calculated.

Data pertaining to hospital outcomes were collected one year pre and one year post the intervention period; one year prior to the start of the intervention (commencing October 2009) and one year post the end of the intervention (concluding August 2013). Data were extracted from an electronic records system. This system contained data on a range of information including demographic details (date of birth, gender, ethnicity), hospital admissions, ED presentations, and length of stay. In New Zealand, all individuals who receive healthcare are assigned a unique National Health Index (NHI) number. This unique number is stored in the National Health Index (NHI) together with the individual's demographic details. The NHI and individual NHI numbers are used for planning, coordinating and provision of health care services nationwide \[[@CR32]\]. This unique NHI data was linked to routinely recorded hospital data for each individual.

Outcome measures {#Sec8}
----------------

Healthcare utilisation outcomes for older people in the intervention group were compared with older people in the comparison group. The primary outcome was hospital admissions (defined as acute admissions; assessment, treatment and rehabilitation as well as elective admissions were excluded from analysis). Secondary outcomes were hospital re-admissions (defined as acute admission, after 30 days of discharge, and to the same hospital), ED presentations, length of stay, residential care admissions and community services contacts. Hospital re-admissions were classified as either less than three admissions in a year or three or more admission in a year. This aligned with previous research which defined three or more admissions in a year to be frequent re-admissions \[[@CR33]\].

Data analysis {#Sec9}
-------------

Data was automatically extracted from an electronic records system into a Microsoft® Excel database which was then imported to SAS/STAT® software for analysis. The data were summarised using descriptive statistical methods detailing frequency counts, percentages and mean scores as appropriate. Student's *t* tests were used for comparisons of continuous data (including comparisons of age, hospital length of stay, mean hospitalisations, and mean ED presentations) and Chi-square tests for comparisons of categorical data. Relative risks and 95% confidence intervals were calculated for the secondary outcomes (mortality, residential care admission and community contacts) when comparing the intervention and comparison groups.

Results {#Sec10}
=======

Figure [1](#Fig1){ref-type="fig"} presents a flow diagram of participant enrolment and progression for the intervention and comparison groups. A total of 579 BRIGHT questionnaires were posted to intervention participants with 517 completed (89% response rate). Of the 517 completed, 20% (*n* = 101) answered 'yes' to three or more questions of the 11 item tool which indicated high risk of functional or health decline. The GNS completed a CGA on 65 participants which included 53 participants identified through screening and 12 participants identified through direct referral from the primary healthcare team. Forty-eight were not assessed by the GNS as there was not capacity for one GNS to complete these assessments within the study period. It is important to note that the intervention model continued beyond this study timeframe and all identified high risk older people were assessed.Fig. 1Flow diagram illustrating participant enrolment and progression throughout the study. This file contains the Fig. 1 flow diagram

The comparison group (*n* = 883) mean age (81.9 years) was higher than the intervention group (80.2 years, *p* \< 0.0001) and there were more females in the intervention than comparison group, although, this was not significantly different (Table [1](#Tab1){ref-type="table"}). European ethnicity made up the vast majority of participants for both groups. There were no significant differences in baseline characteristics for intervention participants that were or were not assessed by the GNS. Participants identified as 'high risk' by scoring a positive BRIGHT screen, were older (mean 82.9 years) and with a higher proportion of females (68%) than the total population screened (Table [2](#Tab2){ref-type="table"}).Table 1Total screened population: Intervention and comparison group baseline characteristicsComparison Group (*n* = 883)Intervention Group (*n* = 517)*p*-valueAge, mean (SD)81.9 (5.0)80.2 (5.1)\< 0.0001Gender, *n* (%) Female485 (54.9%)301 (58.2%) Male398 (45.1%)216 (41.8%)0.23Ethnicity, *n* (%) European773 (87.5%)491 (95.0%) Asian60 (6.8%)3 (0.6%) Maori7 (0.8%)1 (0.2%) Pacific Island3 (0.3%)-- Other^a^40 (4.5%)22 (4.3%)\< 0.0001^a^Other: not specified, don't knowTable 2Positive BRIGHT screen participants baseline characteristics: Intervention groupPositive BRIGHT\
(*n* = 101)GNS assessed^a^\
(*n* = 65)Not GNS assessed\
(*n* = 48)Age, mean (SD)82.9 (4.9)81.2 (5.7)83.5 (5.2)Gender, *n* (%) Female69 (68.3%)41 (63.1%)34 (70.8%) Male32 (31.7%)24 (36.9%)14 (29.2%)Ethnicity, *n* (%) European97 (96.0%)63 (96.9%)45 (93.8%) Maori1 (1.0%)--1 (2.1%) Other^a^3 (3.0%)2 (3.1%)2 (4.2%) Pacific Island------ Asian------^a^Other: not specified, don't know

Main outcome {#Sec11}
------------

Overall, there were no significant differences found in hospitalisations between intervention and comparison groups. Both intervention and comparison groups showed increased hospitalisation over time. There were fewer mean hospitalisations for the comparison group than intervention post-intervention although this was not significantly different.

Secondary outcomes {#Sec12}
------------------

There were no significant differences found in emergency department (ED) presentations between intervention and comparison groups and both groups showed increased ED presentations over time. There were lower mean ED presentations for the intervention group than the comparison group (non-significant). Those with frequent hospital re-admissions (three or more) were lower for the intervention group compared to the comparison group. Overall, the hospital length of stay was longer for the intervention group (see Table [3](#Tab3){ref-type="table"}).Table 3Healthcare utilisation outcomes for comparison and intervention groupsComparison Group *n* = 883Intervention Group *n* = 517Mean difference (95% CI), *p*-valueOutcomeBaselinePost interventionDifference baseline and post interventionBaselinePost interventionDifference baseline and post interventionTotal hospitalisations (mean)344 (0.39)401 (0.45)57 (0.06)186 (0.36)260 (0.50)74 (0.14)0.08 (−0.41, 0.92), 0.63Total ED presentations3644599518625468Mean ED presentations0.410.520.110.360.490.130.02 (−1.58 to 5.77), 0.26At least one hospital re-admission in 12 months68 (7.7%)115 (13%)5.3%31 (6%)64 (12.4%)6.4%\<  3 hospital re-admissions in 12 months59 (6.7%)86 (9.7%)3%30 (5.8%)54 (10.4%)4.6%1.6% (−0.55, 4.02), 0.13≥ 3 hospital re-admissions in 12 months9 (1.0%)29 (3.3%)2.3%1 (0.2%)10 (1.9%)1.7%−0.6% (−1.17,-2.17), 0.45Hospital length of stay,\[days\] mean (SD)4.7 (5.3)5.8 (7.3)1.15.0 (6.4)6.8 (16.0)1.80.7 (−0.53, 1.93), 0.26

There was higher mortality for the intervention group compared to the comparison group (RR 1.43, CI 0.87 to 2.33, *p* = 0.16), more residential care admissions for the comparison group (RR 0.80, CI 0.46 to 1.38, *p* = 0.41), but fewer district nursing contacts and social work contacts for the intervention group (Table [4](#Tab4){ref-type="table"}). None of these results were significantly different. Conversely, there were greater physiotherapy, occupational therapy and gerontology nurse specialist, dietician, and speech/language therapy contacts for the intervention group than the comparison group, but only physiotherapy contacts were significantly different (*p* = 0.03).Table 4Mortality, residential care and community contacts for comparison and intervention groupsOutcomesComparison Group *n* = 883Intervention Group *n* = 517Relative RiskConfidence Interval*p*-valueMortality33 (3.7%)28 (5.4%)1.430.87 to 2.330.16Residential care39 (4.4)18 (3.5%)0.800.46 to 1.380.41Community services contacts District Nurse41 (4.6%)21 (4.1%)0.880.53 to 1.470.63 Physiotherapy21 (2.4%)24 (4.6%)1.911.07 to 3.400.03 Occupational therapy8 (0.9%)10 (1.9%)2.110.84 to 5.320.11 Gerontology CNS^a^5 (0.6%)5 (1.0%)1.700.49 to 5.850.40 Respiratory CNS^a^3 (0.3%)4 (0.8%)2.270.51 to 10.090.28 Social work4 (0.5%)-- Dietetics1 (0.1%)3 (0.6%)5.10.53 to 48.900.16 SLT^b^1 (0.1%)1 (0.2%)1.710.11 to 27.230.71 Ostomy nurse--1 (0.2%) Continence Nurse--1 (0.2%)^a^*CNS* clinical nurse specialist^b^*SLT* speech language therapy

Discussion {#Sec13}
==========

This study evaluated the impact of a systematic case-finding intervention for community-dwelling older people using a pragmatic controlled before-after evaluation. Healthcare utilisation outcomes were compared for those in the intervention primary healthcare practices with participants receiving usual care in primary healthcare practices one year before and after the start of the intervention. Both groups showed increased hospitalisation over time, possibly indicating declining health over time. Overall, there were no significant differences in the primary outcome of hospitalisation or secondary outcomes of ED presentations, mean hospital length of stay and hospital re-admissions. Comparably, a recent study of a case-finding and nurse-led intervention in primary care also found no statistical difference in hospital admissions, ED presentations or mortality when comparing the intervention and usual care groups. However, a small but statistically significant improvement in daily functioning was found \[[@CR34]\]. Nevertheless, our findings are worth further exploration. There were more mean ED presentations compared to hospital admissions for the comparison group post intervention, but fewer for the intervention group suggesting fewer ED presentations led to hospital admission. Furthermore, the data suggested the intervention group had fewer frequent re-admissions (three or more) than the comparison group. These results may indicate that early identification led to more appropriate care, although, the possibility that these differences are a chance result cannot be ruled out.

The model of care implemented in this study was innovative in using a GNS that was integrated across secondary care geriatrics specialist care. It has been recognised that the current primary health model of care is insufficient for the growing population of complex older people and that integration across healthcare settings is vital for complex care older people require \[[@CR35]\]. Although integrated care for complex older adults is gaining traction, the research results have been mixed and equivocal. There is mounting international evidence that providing comprehensive assessment, care planning and on-going care coordination not only improves overall quality of care for high risk older adults, but is cost effective by maintaining wellness and decreasing hospital utilisation. In a recent large observational study, team-based care was shown to improve care quality measures, and decrease emergency department admissions and to be more cost effective than traditional care \[[@CR36]\]. The GRACE model utilised a nurse practitioner and social worker to care for high risk older people and found significant decrease in acute hospitalisations but only for those at high risk \[[@CR37]\].

Our study found intervention participants had more contact from community rehabilitation services such as physiotherapy (almost twice more likely than the comparison group), occupational therapy and speech/language therapy. However, there were less district nurse and social work contacts compared to the comparison group. It may be that the GNS intervention increased referrals to rehabilitation services, while providing some of the services during the intervention that would normally have been supplied through community social work or district nursing services. In the absence of a formal power calculation and adjustment for multiple testing it is unclear if these differences are a chance result and findings may be significantly different with a larger sample. A systematic review of integrated care for high needs older people was inconclusive and more research is needed regarding use of community services for this type of intervention \[[@CR38]\]. The findings from this study may represent that community dwelling older people with higher needs could be managed with the help of the GNS and the integrated team rather than needing admission to a long term residential care facility.

Another study using the BRIGHT screen found that those older people identified as high risk for health decline and highlighted to the healthcare practice team showed a smaller decrease in quality of life measures. Further, there was no difference in hospitalisations, although, there was an increase in admission to long-term residential care \[[@CR6]\]. These results are contrary to an interesting point estimate in our study that showed the intervention group had a lower risk for long-term care admissions (RR 0.80). This disparity may be the result of identifying high risk without the availability of an expert clinician to provide the subsequent necessary care coordination. It is known that the highest risk for hospitalisation is in the six months prior to admission to long term residential care \[[@CR39]\].

The skill of the nurse is important as evidenced in a systematic review of discharge interventions for chronically ill or frail older patients \[[@CR40]\]. In the model of care investigated in this study, the skills of the GNS were embedded into the primary healthcare team. The GNS increased integration of care across settings through systematic liaison with the specialist hospital geriatrics team. The level of specialist skills possessed by the GNS has been shown to be essential, with other lower level nursing options, although initially cheaper, not cost-effective long term \[[@CR41], [@CR42]\].

As with all research, this study has a number of limitations. The two intervention healthcare practices volunteered to implement this new model of care, therefore, randomisation of healthcare practices was not possible. It is envisaged that in the future, findings from this study would be used to inform a larger randomised controlled trial. Given the absence of randomisation in this study, findings may not be generalizable to larger more diverse populations. All identified high risk older people were unable to receive a CGA within the study timeframe as only one GNS was employed and completing all assessments for qualifying participants within the study timeframe was beyond the GNS capacity. Nevertheless, the fact that not all of the identified high risk older people were assessed should not have introduced a selection bias as the older people assessed were determined based on surname, not functional ability. There was no adjustment for multiplicity in the analysis, therefore, the results of this study may be due to a chance findings. Finally, replication of this innovative model using more than one GNS may elicit different results due to variation.

Conclusion {#Sec14}
==========

New models of healthcare are required that incorporate the gerontology specific needs for the rapidly ageing population. This is especially true in primary healthcare. Identification of high risk older people and intervention by a specialist gerontology nurse embedded in primary healthcare practices is one way of providing a care coordination approach. This study did not include patient reported outcomes, such as quality of life, however, this would be of benefit for future studies. This study demonstrates that this new type of care model is feasible, but more research is needed to determine if the findings demonstrated would show significant differences in a larger study.
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